ATTACHMENT 1

Integrated Plan Format
Guidance

This integrated plan format was developed
by the
AIDSNET Coordinator’s to increase the
uniformity
of regional plans and facilitate the inclusion
of

- all elements of the planning procéss
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A. EXECUTIVE SUMMARY

Provide a brief (no more than one page) summary of the priorities and plans for
the years covered by the planning document.
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B. INTRODUCTION

Provide a brief discussion of the history of community planning and the planning
group in your region. Indicate major changes in the process since it began and
how that has impacted the process. Discuss any important issues that preceded
the planning process that resulted in this plan. (Please limit this discussion to no

more than 2 pages.)
CDC CORE OBJECTIVE #1

Fostering the openness and participatory nature of the
community planning process.

CDC CORE OBJECTIVE #2
Ensuring that the community planning group(s) reflects the
diversity of the epidemic in the jurisdiction, and that

experts in epidemiology, behavioral science, health
planning and evaluation are included in the process.

C. MEMBERSHIP AND PIR

Using information gathered through a confidential/anonymous membership
profile survey process, provide the following information: '

MEMBER PROFILE DATA COMPARISON — AS OF (Date)
(Please record planning group information by number/percent)

Planning | Epi Profile | Other data | Regional
Group Data ) Demographics
2)

AGE:

<=19

20-24

25-29

30-49

50 and over

GENDER: Male

Female

Transgender

| SEXUAL Homosexual

ORIENTATION: Bisexual

Heterosexual

Unknown

GEOGRAPHIC Urban

LOCATION: Mid-size (<100,000)

Rural (<2,500)

ETHNICITY:  Hispanic/Latino

Not Hispanic/Latino
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RACE: American Indian/
Alaskan Native

Asian

Black/African Amer

Native Hawaiian/
Pacific Islander

White

More than one race

HIV RISK MSM

CATEGORY IDU

MSM/IDU

Heterosexual at risk

General Population

TOTAL NUMBER OF MEMBERS***

(1) Please indicate the source of the comparative data
(2) Reported demographic/census data

(3) Please indicate the total number of members used to determine the percentages in this table

PLANNING GROUP MEMBERSHIP BY GOVERNMENTAL AND NON-

GOVERNMENTAL REPRESENTATION

PRIMARY REPRESENTATION

Number of
Members

MEMBERS FROM GOVERNMENTAL AGENCIES

State Health Department

Local Health Department(s)

Education Agencies

Correction Agencies

Mental Health Agencies

Substance Abuse Agencies

Youth Agencies

Other Governmental Agencies

Total Government Members-Primary

NON-GOYERNMENTAL MEMBERS

Community-based Organization -Non-minority Board

Community-based Organization — Minority Board

Faith Organization

Academic Institutions

Research Center

Other Non-Profit

Individual person representing

Other

Total Non-Governmental Members-Primary

SECONDARY REPRESENTATION

MEMBERS FROM GOVERNMENTAL AGENCIES

State Health Department

Local Health Department(s)

Education Agencies
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Correction Agencies

Mental Health Agencies

Substance Abuse Agencies

Youth Agencies

Other Governmental Agencies

Total Government Members - Secondary

NON-GOVERNMENTAL MEMBERS

.Community-based Organization -Non-minority Board

‘Community-based Organization — Minority Board

Faith Organization

Academic Institutions

Research Center

Other Non-Profit

Individual person representing

Other

Total Non-Governmental Members-Secondary

PRIMARY EXPERTISE CATEGORY

Epidemiologist

Behavioral/Social Scientist

Health Planner

Evaluation Researcher

Intervention Specialist

Community Representative

Other

Total Members/Expertise (must equal total membership)

SECONDARY EXPERTISE CATEGORY

Epidemiologist

Behavioral/Social Scientist

Health Planner

Evaluation Researcher

Intervention Specialist

| Community Representative

Other

Please include a list of Planhing'Group Members as Attachment 1.

Has the Planning Group developed a PIR Plan?

YES NO

If yes, include the plan as Attachment 2 of the comprehensive plan.
If no, what is the process and timeline for development and unplementat1on ofa

PIR Plan?

Does the plan address all the elements in the PIR Plan Guidance? YES NO
If no, please discuss what the issues and missing elements are and how the

planning group will resolve them.
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Please answer the following questions:

1.

What progress has been made in implementing the PIR Plan? What have been the

- successes and shortfalls? What barriers to implementing the PIR plan have been

identified? What actions have been planned to overcome these barriers?

How does the planning group solicit public input for the planning process? How
does the planning group assure that the public is aware of the meetings and the
planning process? Please include a brief discussion of how successful this public
input process has been and if the planning group has formulated any changes.

Does the planning process reflect solicitation of community input at meetlng onin
some other manner?

How does the planning group assure that all meetings are accessible and
accommodation is provided?

Are meetings accessible and is accommodation provided?

Is there additional information needed to characterize you planning group’s
quality of meeting the intent of CDC CORE OBJECTIVES 1 and 2?

Do the demographics reported in the planning group membership summary
reflect:

a. geographic distribution (i.e. counties, cities, towns, etc)

b. the Epidemiologic Profile _

c. Other indicated demographic or surrogate markers (what?)

Does the planning group membership include experts in appropriate disciplines,
including epidemiology, behavioral science, health planning and evaluation?

Does the planning group membership reflect the age, gender, race/ethnicity,
socioeconomic status and identified at-risk populations indicated in the
epidemiologic profile and other demographic indicators?

D. MEETING INFORMATION

Please include a calendar of the planning group meetings and the minutes for any meeting
where binding decisions were made. This may include only the full planning group
meetings, or may require inclusion of relevant sub-group or sub-committee minutes. This
is Attachment 3 of the Plan.
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E. PRIORITIZATION OF RISK TRANSMISSION CATEGORIES AND
SUB-CATEGORIES

CDC CORE OBJECTIVE #3

Ensuring that priority HIV prevention needs are
determined based on an epidemiologic profile and needs
assessment.

" Features identified for evaluating the community planning process (nation-wide):
A. PRIORITY SETTING
Al. Priority Setting: Target Populations
Evidence that all of the following factors were considered in a systematic fashion when
prioritizing risk populations

Some systematic approaches include (not an exhaustive list)

a weighed variable approach

¢  a cost benefit analysis
e  an epi-mapping approach
e consensus
e modified consensus
e consensus/voting
e  voting
o formula
134. (N) size of at-risk population
135. (N) HIV seroprevalence, if available
136. (N) Prevalence of risky behavior in the population
137. (N) Extent of CDC resources currently targeting the population
138. (E) Extent of non-CDC resources currently targeting the population
139. (E) Multiple high risk populations within the target population defined by demographics
and/or behavioral factors (e.g. African American pregnant women who may be HIV
infected; young IDU; young MSM who are havmg UAID)
140. (E) Difficulty of meeting need
141. (E) Emerging issues (trends in the epi or issues for which limited data are available)
142. (N) Clear statement describing why each high priority population was chosen (may include
finding in epi profile)
Populations

143. (N) Populations are prioritized/ranked by risk
144. (N) Populations are bekaviorally risk based (vs. identity based) (the reason the population

145,

is identified is based on actual known behaviors or potential for behaviors that put them at
risk for transmission. May be subdivided by other demographic characteristics, e.g. MSM
under the age of 24 who participate in UAI; African American women who are sex partners
of heterosexually identified MSM or needle sharing men. General population is NOT a
risk-based population

(N) other characteristics routinely described (e.g. geographic or demographic
characteristics)

" (I think we can summarize the above features, perhaps in a table? Let me think about this

please.)
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Did the planning group prioritize the risk transmission categories? YES NO
If yes, list the categories in descending priority.
If no, explain.

Did the planning group prioritize the sub-categories or populations? YES NO
If yes, list the sub-categories/populations in descending priority.
If no, explain how determination of priorities was or will be made.

Did the planning group use the Decision-Making Model Guidance from the SPG for the
prioritization process? YES NO

If yes, include the guidance worksheets as Attachment 4.
If you made any changes to the guidance process, please detail those changes and
explain, in Attachment 4. ,

If no, did the planning group use another model? If so, please detail the model
and include as Attachment 4.

Are the results of the prioritization process consistent with the relevant data?
With the method used?

Were any needs assessment(s) completed? If so, were they reflected in the
prioritization process? (Gap Analysis) :

F. PRIORITIZATION OF EFFECTIVE INTERVENTIONS

CDC CORE OBJECTIVE #4:

Ensuring that interventions are prioritized based on
explicit consideration of priority needs, outcome
effectiveness, cost effectiveness, social and behavioral
science theory, and community norms and values.

Features identified for evaluating the community planning process (nation-wide):
A2. Priority Setting: Interventions
Evidence that all of the following factors were considered in a systematic fashion when

prioritizing interventions

146. (N) Demonstrated application of existing behavioral and social science evidence (including
evaluation data when available) to show effectiveness in averting or reducing high-risk
behavior within the target population

147. (N) Evidence that intervention is acceptable to target populatlon (in keeping with norms

and values)
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148.
149.
150.
151.
152.

153.
154.

(N) Evidence that the intervention is feasible to implement for its intended population and
in its intended setting

(N) Evidence that intervention was developed by or with input from the target population
(may be part of the literature)

(E) Evidence that the availability of other governmental and non-governmental resources
(including private sector) for HIV prevention interventions was considered in a systematic
way

(E) Evidence that the intervention is cost effective

(E) Evidence that the intervention is sustainable over time

omit

(E) Clear statement describing why each intervention was chosen

A3. Priority Setting: Scientific Evidence for Interventions

Evidence of the application of knowledge from existing behavioral and social
science/evidence to show effectiveness in averting or reducmg high-risk behavior within the
target population. The proposed intervention has:

155. (N) undergone previous evaluation in current setting

156. (N) been implemented in similar context (setting and population) and evaluated by others

157. (N) been implemented in different context (setting or population) and evaluated by others

158. (N) applied formal theory in program development

159. (N) applied informal theory in program development

160. (N) used another type of scientific evidence

Interventions

161. (N) prioritized/rank by risk populatlon

162. (N) inclusion of general description of proposed interventions

163. (N) inclusion of general description of existing intervention

164. (E) inclusion of specific definitions, characteristics or criteria for each type of proposed and
existing intervention (i.e. the CP says MORE than ‘do individual levl interventions for
MSM”)

165. (B) inclusion of specific descriptions of proposed interventions

166. (E) inclusion of specific description of existing interventions

167. (E) inclusion of intervention strategies beyond those which health department funds might
support (i.e. needle exchange is not funded through federal dollars, but funding is secured
from other sources)

168. (E) Inclusion of specific cultural, social or poh’ucal factos that could impact the strategies
suggested by communities

169. (N) Explicit demonstration of linkages between the comprehensive plan and the application
for CDC funding (e.g. budget information on Intervention Plans)

170. (N) Explicit demonstration of linkages between the comprehensive plan and funded
interventions

171. (E) Evidence of the linkages between the needs assessment, resource inventory and gap

analysis in the development of the comprehensive plan

(I think, again that we need to summarize this section of features....Let me work on it

tomorrow.)

Did the planning group prioritize the effective interventions for the prioritized risk
" behavior categories/sub-categories or populations? ) YES NO
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If yes, list the prioritized effective interventions for each category/subcategory or
population in descending order. _

If no, please discuss how the planning group determined or will determine the
effective interventions to be used to impact the prioritized category/subcategory
or population.

Did the prioritization of interventions include behavioral science and outcome
effectiveness information?

- Please attach the following documents:
Attachment 5. Epidemiologic Profile

Attachment 6. Community Resource Inventory (CRI)
Attachment 7: Intervention Plans for all CDC funded activities.

G. GAP ANALYSIS

Has the planning group developed a gap analysis and plan, in accordance with SPG
guidance, to address the identified gaps?

If yes, include summary sheet here; and worksheets as Attachment 8.

If no, has a timeline and plan been established to do so?

Were gaps in interventions or services identified and prioritized?

Was there a plan or discussion of how these gaps might to addressed or reduced?

If the planning group utilized a method other than the SPG Guidance to develop the Gap
Analysis, please summarize the identified gaps in the plan here. Provide the details of this
method as Attachment 8. '

Features identified for evaluating the community planning process (nation-wide):
D. GAP ANALYSIS
172.  (N) The GA addresses each of the risk populations identified in the EP
GA includes data from the following sources:
173.  (N) Epidemiologic Profile
174. (N) Needs Assessment
175.  (N) Resource Inventory
176. (N) The GA specifically identifies both met and unmet needs
177. (N) The GA identifies the portion of met needs
178. (N) The GA addresses availability or accessibility of (or barriers to) existing services
179. (E) The GA provides an estimate of needs for each target population including both
programmatic and fiscal needs
180. (E) Upon completion of the GA, the CPG was provided with a summary of the findings

H. COST ANALYSIS
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Has the planning group completed a cost effectiveness analysis of the prevenuon
interventions, as outlined in the SPG Cost Effectiveness Guidance?
If yes, summarize the results in the plan and include the worksheets as Attachment
9. If no, have any plans for cost effectiveness analysis been made? Please detail.

If the planning group utilized a different method the cost effectiveness analysis in
making these determinations, detail the method as Attachment 9.

Was cost analysis included in the consideration? If yes, how?

I. LINKAGES OF PRIMARY HIV PREVENTION AND CARE SERVICES

CDC CORE OBJECTIVE #5:

Fostering strong, logical linkages between the community
planning process, plans, applications for funding and
allocation of CDC HIV prevention resources (and, in
Washington, 50% of the Omnibus funding).

Please discuss how the planning process and subsequent interventions are linked with
secondary and support HIV services within the planning jurisdiction. Are there linkages
with HIV/AIDS care planning or services, other medlcal services or interventions, and/or

other health related prevention efforts?
Do the allocations of resources reflect the plan priorities for populations and
interventions (foster strong logical links between community planning process
and allocation of 100% of the CDC funds and 50% of the Omnibus funds)?

Are 100% of the CDC and 50% of the Omnibus resource allocations targeting the
priorities established in the regional plan?

J. COORDINATION WITH STD, TB, SUBSTANCE ABUSE AND
MENTAL HEALTH SERVICES

Please discuss how the planning process and subsequent interventions are coordinated
with STD, TB, Substance Abuse, Ryan White and Mental Health services within the

planning jurisdiction.
STD (STI) Services?
TB Services?
Mental Health? o ' -

Substance Abuse?
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Ryan White?

K. COORDINATION/COLLABORATION BETWEEN
GOVERNMENTAL AND NON-GOVERNMENTAL PROGRAMS

Please discuss any coordination/collaborations between governmental and non-
governmental programs within the planning jurisdiction that support, enhance or facilitate
HIV prevention efforts.

Other CDC or non-governmental HIV/AIDS efforts in the region?

L. ASSESSMENTS

‘Has the planning group completed any Target Population Assessments? YES NO
If yes, please include a summary of the activities and findings in the plan; and
provide the assessment reports as Attachment 10.

If no, are there plans to do so and what are they?

Features identified for evaluating the community planning process (nation-wide):
B. NEEDS ASSESSMENT
98. (N) Needs assessments focus on population identified in the EP
99. (N) Extent to which decisions about the data that are needed are determined jointly by CPG
members and health department staff .
100. (N) Evidence of explicit roles and responsibilities of HD staff, CPG members and external
consultants in conducting Needs Assessments is documented
101. (N) Extent to which distribution of funds for needs assessments is determined with input
from CPG members and health department staff.
102. (E) Data are gathered that define populations’ needs in terms of knowledge, skills, attitudes,
norms and access to services (KABB)
103. (E) Multiple data collection methods were used to conduct needs assessments, e.g. qualitative
and quantitative
Prior to the execution of the NA, the CPG was provided with the following information about the NA:
104.(N) Purpose and objectives (desired outcomes, scope)
105.(N) Research questions
106.(N) Populations of specific focus
107.(N) Data collection and analysis methods
108.(N) Time line/Work Plan -
109.(N) NA are current and meet the decision-making needs of the CPG
110 (E) Upon completion of the NA, the CPG was provided with a summary of the findings

M. TECHNICAL ASSISTANCE AND SUPPORT FOR HIV PREVENTION

Has the planning group identified areas in which technical assistance is needed?
If yes, please detail these areas and what action the planning group feels would
best meet these technical assistance needs. :
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Does the plan include requests for or reports on technical assistance needed or
received? '

Are there other issues or areas of concern that have been identified by the planning
group? Have solutions or approaches to solutions been formulated?

N. COMMUNITY PLANNING EVALUATION

Has the planning group developed a Community Planning Evaluation Plan?
YES NO

If yes, please include as Attachment 11.
If no, what are the anticipated timelines for developing the CP Evaluation Plan?

A community planning evaluation plan? Has it been addressed this year? How
will the findings effect next year?

Were there any other evaluations of either the planning process or services
indicated in the plan? If so, what?

Please summarize any community planning evaluation findings for this planning year.

O. OTHER EVALUATION ACTIVITIES

Has the planning group developed an Outcome Evaluation Plan? YES NO
If yes, please include as Attachment 12.
If no, what are the anticipated timelines for developing the Outcome Evaluation

Plan?

Please summarize any outcome evaluation findings for this planning year.

P. PROGRESS REPORT

Please briefly discuss progress in implementation of the previous year’s plan. What
worked, what did not work? Discuss any changes in this year’s plan that reflect these

findings.
Indicate the successful prevention efforts in the region and areas of concern?

Were these concerns addressed in the Prevention Plan?

Q. LETTER OF CONCURRENCE/N ON-CONCURRENCE

1
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Please provide a brief summary of the process for determining whether a letter of
concurrence will be approved by the planning group. What will be the consequences and
resolution for a letter of non-concurrence? When will the final letter be issued by the

planning group? (If available, please include as Attachment 13: Letter of
Concurrence/Non-Concurrence).

Is there a letter of Concurrence or Non-Concurrence? Issues?

12
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ATTACHMENT 1: LIST OF PLANNING GROUP MEMBERS

Insert your documents/text here by cutting and pasting over these RED instructions..

123
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ATTACHMENT 2: PIR PLAN

Insert your documents/text here by cutting and pasting over these RED instructions.
Attach a copy of your RPG’s PIR Plan if you developed one.

Does the PIR plan discuss methods used for recruitment, retention and utilization of
planning group members? How?

Does the PIR Plan identify the PIR needs of the planning group? What are they?

Are the proposed activities or strategies likely to improve PIR?

Features identified for evaluating the community planning process (nation-wide):

Based on the sections and requirements of the Community Planning Guidance, the following categories and
features were identified. A Necessary (N) feature is one that was identified as essential to demonstrate
compliance with the guidance. An Enhanced (E) feature was a feature that would support a rating of
‘beyond the minimum.’

L PLANNING GROUP COMPOSITION AND ORGANIZATION

A. OPENNESS
Al. Openness: Nominations
1. (N) Presence of bylaws or other written procedures for nomination to the planning

group
2. (N) Documentation of the year’s nomination process, which includes a description

of the process used ‘

3. (N) Evidence that a membership committee has been established

4. (N) Evidence that membership decisions involve more that just HD staff

5. (E) Evidence that nominations targeted membership gaps as identified by the
Community Planning Group

6. (E) Multiple recruitment methods are used

A2, Openness: Selection
7. (N) A written documentation of selection process criteria established jointly by the

HD and CPG
8. (N) Evidence that criteria (above) were used in selection of CPG members
. (E) CPG-developed method of appeal described for declined membership
10. (E) Evidence that selection criteria is communicated to the public

B. PARTICIPATION AND INCLUSION
B1. Participation and Inclusion: Involvement of Broader Community

11. (N) Evidence that efforts were undertaken to accommodate or facilitate members
who face challenging barriers (e.g. health care needs or economic needs) to their
continued participation in the CPG

12. (N) Evidence of focus groups or ad hoc panels to gain input from representatives of
marginalized groups who would be hard to recruit and/or retain as members of the
planning group

13. (N) Evidence of focus groups or ad hoc panels to obtain input from scientists or
agency representatives who would be hard to recruit and/or retain

14. (N) Evidence of by-laws or other governing rules including: clear decision-making
rule (e.g., consensus, majority vote, etc.) and conflict management process

15. (N) Evidence of orientation, mentoring or training process for new CPG members.

16. (E) Evidence that CPG meetings are open to the public

14
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17. (E) Evidence that the CPG has developed a mechanism that allows for the
expression of varying opinions

18. (E) Evidence that a CPG utilizes a professional facilitator to ensure participation and
inclusion of the broader community and enhance the planning process.

C. REPRESENTATION

CL

C2.

Representation: Affected Populations and Community Characteristics

19. (N) The CPG includes members who represent each population of the current and
projected epidemic as documented in the epidemiologic profile.

20. Omit

21. (N) The CPG includes member(s) who have HIV infection

22. (N) Evidence that supports including the representation of each affected community
(e.g. current or past risk, provider, advocate, members self-identify as part of the
affected population)

The CPG includes members who represent the affect community in terms of:

23. (N) race/ethnicity

24. (N) gender

25. (N) sexual orientation

26. (N) geographic distribution

27. (E) age

28. (E) MSA size distribution (urban/rural)

29. (E) socioeconomic status

Representation: Professional Expertise

Expertise is readily available from each of the following fields either through membership or
some other appropriate consultation:

30. (N) evaluation

31. (N) epidemiology

32. (N) behavioral/social science

33. (N) service provision

34. (N) health planning

35. (N) Health Department: HIV/AIDS

36. (N) STD program representatives from state and local health departments
37. (E) state and local education agencies

Presence of representatives from governmental and non-governmental agencies
providing the follow expertise:

38. (N) substance abuse

39. (N) HIV care and social services

40. (N) corrections

41. (E) mental health

42. (E) homeless services

43. (E) tuberculosis

44, (E) faith community

45. (E) business and labor

15
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| ATTACHMENT 3: CALENDAR OF MEETINGS AND MINUTES

Insert your documents/text here by cutting and pasting over these RED instructions.
Please include a calendar of the planning group meetings and the minutes for any
meeting where binding decisions were made. This may include only the full planning
group meetings, or may require inclusion of relevant sub-group or sub-committee
minutes.

126
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ATTACHMENT 4: DECISION MAKING MODEL (WORKSHEETS) -OR-
ALTERNATIVE DECISION MAKING MODEL (DETAIL)

- Insert your documents/text here by cutting and pasting over these RED instructions.
Include a copy of the SPG Decision-Making Model Guidance Worksheets if you used
them for your process of prioritizing risk transmission categories and sub-categories. If
you made any changes to the guidance process, please detail those changes and explain
here. Ifyou did not use the SPG Decision-Making Model Guidance but used another
model, please detail the model here and include a copy here.

17
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ATTACHMENT S5: EPIDEMIOLOGIC PROFILE

Insert your documents/text here by cutting and pasting over these RED instructions.
Insert or attach a copy of your EPI Profile document here.

Features identified for evaluating the community planning process (nation-wide):

A.

EPIDEMIOLOGIC PROFILE

Al. Epidemiologic Profile: 4 Key Questions

Extent to which the Epi Profile Guidance is organized to address the four key questions:

46. (N) What is the impact of HIV/AIDS on the population

47. (N) Who is at risk for becoming infected with HIV

48. (N) What is the geographic distribution of HIV/AIDS

49. (N) What are the sociodemographic characteristic of the populatlon

50. (E) Inclusion of other pertinent jurisdictional characteristics as determined by the jurisdiction,
e.g. who, when, where, and why are people testing for HIV; prevention medical status of
HIV+ individuals; how soon do HIV-infected persons enter care after diagnosis;
incarcerated individuals; substance abusers

A2. Epldemlologlc Profile: Characteristics of Jurisdiction

The extent to which the EP considers each of the following soclodemographlc characteristics

of the jurisdiction in describing populatmns at risk for HIV infection in the EP

51. (N) race/ethnicity

52. (E) employment

53. (E) socioeconomic status/poverty

54. (E) homelessness

55. (E) significant cultural factors

56. (E) Inclusion of other pertinent jurisdictional characteristics as determine by the jurisdiction
(e.g. population density (rural/urban), drug use, estimates of population sizes and
corrections demographics

57. (E) Age as a characteristic of the jurisdiction

58. (E) Gender as a characteristic of the jurisdiction

59. (E) Geographic distribution of the population of the jurisdiction

A3. Epidemiologic Profile: Characteristics of Risk Populations

The extent to which at-risk populations are described in the EP in terms of each of the following

socioeconomic characteristics:

60. (N) behavioral risk for transmission of HIV

61. (N) race/ethnicity

62. (N) age

63. (N) gender

64. (N) geographic distribution

65 (E) homelessness

66 (E) socioeconomic status/poverty

67 (E) primary language

68 (E) significant cultural and situational factors

69 (E) inclusion of other pertinent characteristics of risk populations as determined by the
jurisdiction (e.g. drug usage, incarceration)

70 (E)size of population

Ad. Epidemiologic Profile: Use of “Widely Available Data”

The extent to which the EP uses the following data sources characterized by CDC as ‘widely
available’ and that are, in fact, available to that jurisdiction

71. (N) census

72. (N) vital statistics, e.g. teen pregnancy, prenatal care
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73. (N) AIDS surveillance ‘

74. (N) surveillance of bacterial sexually transmitted diseases
75. (N) seroincidence data

76. (N) seroprevalence data from STD clinic

77. (E) HIV screening of civilian application for military service
78. (E) HIV screening of Job Corp applicants

79. (E) youth risk behavior survey

80. (E) national HIV survey of childbearing women

81. (E) supplement to HIV/AIDS surveillance (SHAS)

82. (E) HIV/AIDS testing survey (HITS)

83. (E) seroprevalence data from drug treatment centers

AS5. Epidemiologic Profile: Use of “Locally Available Data”

The extent to which the EP uses the following data sources characterized by CDC as “locally

available” and that are, in fact, available in that jurisdiction

84. (N) HIV counseling and tesing data

85. (E) behavioral risk factor surveillance study (BRFSS)

86. (E) local behavioral studies

A6. Epidemiologic Profile: Content/Products of EP »

87. (N) EP provides information about defined population at high risk for HIV infection for use by

the CPG to prioritize

88. (N) EP contains a narrative explanation of all available data presented in a manner/language
that enhances understanding of the CPG members

89. (N) Strengths and limitations of data sources used in the EP are described (general issues and
jurisdiction-specific issues)

90. omit

91. omit

92. (N) Data gaps are explicitly identified in the EP

93. (N) EP provides a descriptive summary of the target populations for the CPG to consider

94. (N) EP is presented to CPG members in lay/understandable terminology

95. (N) Epi concepts and terms are defined )

96. (E) EP provides a descriptive list of behaviorally-defined target populations with relevant
demographic and jurisdictional characteristics used to define sub-populations within each

97. (E) Evidence of trend analysis or epi projections
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ATTACHMENT 6: COMMUNITY RESOURCE INVENTORY

Insert your documents/text here by cutting and pasting over these RED instructions.
Insert or attach a copy of your CRI here.

Features identified for evaluating the community planning process (nation-wide):

C.

RESOURCE INVENTORY

Resource Inventory contains the following information about each provider:
111. (N) target populations served '

112. (N) interventions provided to each population

113. (N) geographic coverage of interventions or programs offered

114, (E) number of people serviced over a specific time period by a particular intervention or

program (i.e. service utilization)

115. (E) number of people who could be served by a particular intervention or program in a
specific time period (i.e. service capacity)

116. (E) capabilities, philosophy, functions or goals of the organization

117. (E) information about potential hnkac,es among organizations involved in similar or
complementary activities

118. (E) information about the potential for coordinating community actlvmes

119. (E) specific risk behavior is addressed

120. (E) sources of funding or other fiscal resources are identified

121. (E) criteria for inclusion in the RI

122. (E) evidence that there is consistent use of inclusion criteria

123. (E) evidence that the RI gathers and organizes information using the same population
categories that the CPG will consider for prioritization

124. (E) upon completion of the RI, the CPG is provided with a summary of the findings.
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ATTACHMENT 7: INTERVENTION PLANS FOR CDC FUNDED
ACTIVITIES '

Insert your documents/text here by cutting and pusting over these RED instructions.
Attach or insert a copy of your Intervention Plans here.
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ATTACHMENT 8: GAP ANALYSIS WORKSHEETS - OR -
ALTERNATIVE GAP ANALYSIS MODEL (DETAIL)

Insert your documents/text here by cutting and pasting over these RED instructions. If
your RPG developed a gap analysis and plan, in accordance with the SPG guidance,
include copies of worksheets here. If your RPG utilized a method other than the SPG
Guidance to develop the Gap Analysis, please provide the details of this method here.
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ATTACHMENT 9: COST EFFECTIVENESS WORKSHEET - OR -
ALTERNATIVE COST EFFECTIVENESS MODEL (DETAIL)

Insert your documents/text here by cutting and pasting over these RED instructions. If
your RPG completed cost effectiveness analysis of the prevention interventions, as
outlined in the SPG Cost Effectiveness Guidance, include copies of the worksheets here.
Ifthe RPG utilized a different method for the cost effectiveness analysis in making these
determinations, detail the method here. ’
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ATTACHMENT 10: ASSESSMENT REPORTS

Insert your documents/text here by cutting and pasting over these RED instructions. If the
RPG completed any Target Population Assessments provide the assessment reports here.
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ATTACHMENT 11: COMMUNITY PLANNING EVALUATION PLAN

Insert your documents/text here by cutting and pasting over these RED instructions. If the
RPG developed a Community Planning Evaluation Plan include it here.
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ATTACHMENT 12: OUTCOME EVALUATION PLAN

Insert your documents/text here by cutting and pasting over these RED instructions. If the
RPG developed an Outcome Evaluation Plan include it here.
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ATTACHMENT 13: LETTER OF CONCURRENCE/NON-
CONCURRENCE

Insert your documents/text here by cutting and pasting over these RED instructions.
Include a copy of your RPG Letter here.
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27



FORM FOR REVIEW OF REGIONAL PLANS - REGION Z CROSS INDEX
10/26/00 Revision

This process is designed to provide a format for consistent review of the Regional HIV
Prevention Plans. The purpose of the process is to determine the quality and outcome for
planning based on SPG guidance and application of the guidance within each region.
The review document is based on the SPG Plan Format. Please read the plan and

" thoroughly document your findings. A final summary report will be generated from your
findings and the others in your group. All review forms will be submitted to DOH with

the final report.

Yes and no answers are not helpful. Please clarify your findings with complete
comments such as, “plan clearly addresses because of the inclusion
of onpage _,” or “plan only partially addresses the issue of
. The discussion lacks the element(s) ,
and J?

REGION REVIEWED REVIEWER

A. DOES THE PLANNING PROCESS:

1. Foster openness and participation?

a. Does the PIR plan discuss methods used for recruitment, retention and
utilization of planning group members? How?
Comments: Page # 14

b. Does the PIR Plan identify the PIR needs of the planning group? What are

they? _

Comments: Page # 14
C. Are the proposed activities or strategies likely to improve PIR?

Comments: Page # 14
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Does the planning process reflect solicitation of community input at
meeting on in some other manner?
Comments: Page # 4

Are meetings accessible and is accommodation provided?
Comments: Page # 4

2. Reflect the diversity of the epidemic and include appropriate experts?

a.

Do the demographics reported in the planning group membership

summary reflect:
1.) geographic distribution (i.e. counties, cities, towns, etc)

2.) the Epidemiologic Profile

3.) Other indicated demographic or surrogate markers (what?)
Comments: ' : Page # 4
Does the planning group membership include experts in appropriate
disciplines, including epidemiology, behavioral science, health planning

and evaluation? ,
Comments: Page#4

Does the planning group membership reflect the age, gender,
race/ethnicity, socioeconomic status and identified at-risk populations
indicated in the epidemiologic profile and other demographic indicators?

Comments: . Page#4
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Ensure that prioritization of prevention needs are based on epidemiologic profile
and needs assessments? (Decision Making Model)

a. Are the results of the prioritization process consistent with the relevant
data? With the method used?
Comments: Page #6

b. Were any needs assessment(s) completed? If so, were they reflected in the
prioritization process? (Gap Analysis) _
Comments: Page # 6

Ensure that interventions are prioritized based on effectiveness, theory and
community norms and values?

a. Did the prioritization of interventions include behavioral science and
outcome effectiveness information? _
Comments: ‘ Page #8

b. Was cost analysis included in the consideration? If yes, how?
Comments: Page #9

c. Were gaps in interventions or services identified and prioritized?
Comments: : Page # 8

d. Was there a plan or discussion of how these gaps might to addressed or
reduced?
Comments: . Page #8

. Foster strong logical links between community planning process and allocation of
100% of the CDC funds and 50% of the Omnibus funds?
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a. Using the summary tables, do the allocations of resources reflect the plan
priorities for populations and interventions? '
Comments: Page #9

b. Are 100% of the CDC and 50% of the Omnibus resource allocations
targeting the priorities established in the regional plan?

Comments: Page #9
c. If you reviewed the individual intervention plans, do you have any

comments?

Comments:

B. DOES THE PROGRESS REPORT:

1. Indicate the successful prevention efforts in the region and areas of concern?
Comments: Paget# 11

2. Were these concerns addressed in the Prevention Plan?
- Comments: Page # 11

C. DOES THE PLAN ADDRESS LINKAGES WITH:

1. STD (STI) Services? ' Page #9
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2. TB Services? Page #9

3. Mental Health? Page # 9
4. Substance Abuse? Page # 9
5. Ryan White? Page # 10

6. Other CDC or non-governmental HIV/AIDS efforts in the region? Page # 10

D. DOES THE EVALUATION PLAN CONTAIN:

1. A community planning evaluation plan? Has it been addressed this year? How
will the findings effect next year?
Comments: Page # 11

2. Were there any other evaluations of either the planning process or services
indicated in the plan? If so, what?
Comments: Page # 11

E. TECHNICAL ASSISTANCE:
Does the plan include requests for or reports on technical assistance needed or

received?
Comments: , ' Page # 11
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F. IS THERE A LETTER OF CONCURRENCE? ISSUES? OR  Page #12
IS THERE A LETTER OF NON-CONCURRENCE? ISSUES?

G. OTHER COMMENTS/CONCERNS:

Please indicate any other comments or concerns you might have about this plan and
planning process. If there is something outstanding, please indicate. ~Page #s
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DRAFT
FEATURES IDENTIFIED FOR EVALUATING THE COMMUNITY PLANNING

PROCESS (NATION-WIDE) — REGION Z CROSS INDEX

Over the past 2 years, the Community Planning Evaluation Workgroup has identified the
“features’ that would demonstrate that the CP Guidance (Supplemental) have been met.
Through a process of abstracting and extracting information from the CDC submitted
HIV Prevention Plan and the CDC Cooperative Agreement Application, these features
will be reviewed. If these documents do not sufficiently support the presence of activities
to support the features, then the CDC Project Officer, the jurisdiction (in this case —
DOH) and the planning group will be asked to provide additional information. In
Washington, this would include the Regional Planning Groups and AIDSNETs.

Washington State was selected as one of the pilot jurisdictions and the Plan/Application
review has been completed. We will be hearing from CDC in the near future to continue
the process. This may require that I talk with you or your planning group to develop a
response for requested information. In addition, these features will eventually become
part of the external review (CDC) process in the evaluation of the CDC application.

It seemed to me that these features could be used to clarify and enhance the HIV
Prevention Plan writing process.

Based on the sections and requirements of the Community Planning Guidance, the
following categories and features were identified. A Necessary (N) feature is one that
was identified as essential to demonstrate compliance with the guidance. An Enhanced
(E) feature was a feature that would support a rating of ‘beyond the minimum.’

I PLANNING GROUP COMPOSITION AND ORGANIZATION Page # 14

A. OPENNESS

Al.  Openness: Nominations

1. (N) Presence of bylaws or other written procedures for nomination to the
planning group

2. (N) Documentation of the year’s nomination process, which includes a
description of the process used

3. (N) Evidence that a membership committee has been established

" 4. (N) Evidence that membership decisions involve more that just HD staff

5. (E) Evidence that nominations targeted membership gaps as identified by the
Community Planning Group

6. (E) Multiple recruitment methods are used

A2.  Openness: Selection

7. (N) A written documentation of selection process criteria established jointly
by the HD and CPG

8. (N) Evidence that criteria (above) were used in selection of CPG members

9. (E) CPG-developed method of appeal described for declined membership
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10. (E) Evidence that selection criteria is communicated to the public

PARTICIPATION AND INCLUSION

B1l. Participation and Inclusion: Involvement of Broader Community

11. (N) Evidence that efforts were undertaken to accommodate or facilitate
members who face challenging barriers (e.g. health care needs or economic
needs) to their continued participation in the CPG

12. (N) Evidence of focus groups or ad hoc panels to gain input from
representatives of marginalized groups who would be hard to recruit and/or
retain as members of the planning group.

13. (N) Evidence of focus groups or ad hoc panels to obtain input from scientists
or agency representatives who would be hard to recruit and/or retain

14. (N) Evidence of by-laws or other governing rules including: clear decision-
making rule (e.g., consensus, majority vote, etc.) and conflict management
process

15. (N) Evidence of orientation, mentoring or tra1n1ng process for new CPG
members.

16. (E) Evidence that CPG meetings are open to the public

17. (E) Evidence that the CPG has developed a mechanism that allows for the
expression of varying opinions

18. (E) Evidence that a CPG utilizes a professmnal facilitator to ensure
participation and inclusion of the broader community and enhance the

planning process.

REPRESENTATION
Cl. Representation: Affected Populations and Community
Characteristics

- 19. (N) The CPG includes members who represent each population of the current
and projected epidemic as documented in the epidemiologic profile..

20. Omit

21. (N) The CPG includes member(s) who have HIV infection

22. (N) Evidence that supports including the representation of each affected
community (e.g. current or past risk, provider, advocate, members self-
identify as part of the affected population)

The CPG includes members who represent the affect commumty in terms of:

23. (N) race/ethnicity

24. (N) gender

25. (N) sexual orientation

26. (N) geographic distribution

27. (E) age

28. (E) MSA size distribution (urban/rural)

29. (E) socioeconomic status

C2.  Representation: Professional Expertise

Expertise is readily available from each of the following fields either through
membership or some other appropriate consultation:
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30. (N) evaluation

31. (N) epidemiology

32. (N) behavioral/social science

33. (N) service provision

34. (N) health planning

35. (N) Health Department: HIV/AIDS

36. (N) STD program representatives from state and local health departments
37. (E) state and local education agencies

Presence of representatives from governmental and non-governmental agencies providing

II.

the follow expertise:

38. (N) substance abuse

39. (N) HIV care and social services
40. (N) corrections

41. (E) mental health

42. (E) homeless services

43. (E) tuberculosis

44, (E) faith community

45. (E) business and labor

PLANNING PROCESS

EPIDEMIOLOGIC PROFILE Page # 18
Al. Epidemiologic Profile: 4 Key Questions v
Extent to which the Epi Profile Guidance is organized to address the four key
questions: ‘

46. (N) What is the impact of HIV/AIDS on the population

47. (N) Who is at risk for becoming infected with HIV

48. (N) What is the geographic distribution of HIV/AIDS

49. (N) What are the sociodemographic characteristic of the population

50. (E) Inclusion of other pertinent jurisdictional characteristics as determined by

the jurisdiction, e.g. who, when, where, and why are people testing for
HIV; prevention medical status of HIV+ individuals; how soon do HIV-
infected persons enter care after diagnosis; incarcerated individuals;
substance abusers

A2. Epidemiologic Profile: Characteristics of Jurisdiction

The extent to which the EP considers each of the following sociodemographic
characteristics of the jurisdiction in describing populations at risk for HIV
infection in the EP

51. (N) race/ethnicity

52. (E) employment

53. (E) socioeconomic status/poverty

54. (E) homelessness

55. (E) significant cultural factors
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56. (E) Inclusion of other pertinent jurisdictional characteristics as determine by
the jurisdiction (e.g. population density (rural/urban), drug use, estimates
of population sizes and corrections demographics

57. (E) Age as a characteristic of the jurisdiction

58. (E) Gender as a characteristic of the jurisdiction

59. (E) Geographic distribution of the population of the jurisdiction

A3.  Epidemiologic Profile: Characteristics of Risk Populations

The extent to which at-risk populatlons are described in the EP in terms of each of

the following socioeconomic characteristics:

60. (N) behavioral risk for transmission of HIV

61. (N) race/ethnicity

62. (N) age

63. (N) gender

64. (N) geographic distribution

65 (E) homelessness

66 (E) socioeconomic status/poverty

67 (E) primary language

68 (E) significant cultural and situational factors

69 (E) inclusion of other pertinent characteristics of risk populations as
- determined by the jurisdiction (e.g. drug usage, incarceration)

70 (E) size of population

A4. Epidemiologic Profile: Use of “Widely Available Data”

The extent to which the EP uses the following data sources characterized by
CDC as ‘widely available’ and that are, in fact, available to that jurisdiction
71. (N) census

72. (N) vital statistics, e.g. teen pregnancy, prenatal care

73. (N) AIDS surveillance

74. (N) surveillance of bacterial sexually transmitted diseases

75. (N) seroincidence data

76. (N) seroprevalence data from STD clinic

77. (E) HIV screening of civilian application for military service

78. (E) HIV screening of Job Corp applicants

79. (E) youth risk behavior survey
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